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Case Presentation
A 19-year-old collegiate coxswain presented to the athletic training room after a 3-week history of a persistent white rash present on the palms of her hands. Initial presentation was of vesicles that transitioned to scaling and then skin sloughing. The rash worsened after exposure to water and was associated with mild burning of her hands. Weightlifting and grasping skills were irritating but did not worsen the rash. She denied any new topical products, exposures, dietary changes, sensitivities, or recent illnesses. She felt completely well otherwise. Her past medical history was unremarkable, with no prior dermatologic problems or diagnoses. Current medications consisted of a medroxyprogesterone intramuscular injection every 3 months. Family history was negative for significant skin disorders.
On physical exam, she demonstrated multiple 1-to 2-mm whitish papules and plaques on the palmar surface of her hands ( Figure 1 ). There were no other skin manifestations.
Based on the patient's history and physical examination, the most likely diagnosis was aquagenic syringeal acrokeratoderma (ASA).
DisCussion
Aquagenic syringeal acrokeratoderma, or "watersport hands" (authors' term), was first reported in 1996 in 2 sisters with a transient keratoderma on their palms after water exposure. 6 The disorder is characterized by 1-to 3-mm flat-topped hypopigmented papules coalescing into plaques on the palms and rarely on the soles. The rash is often accompanied by burning pain, pruritus, a tightening sensation of the palms, and hyperhidrosis. ASA is a rare entity but is probably underreported. 7 Two variants have been described. Most commonly, it is a transient and recurrent condition that manifests after submersion in water, known as the "hand in the bucket sign," with resolution of lesions within minutes to hours of drying. 18 A less common variant demonstrates persistent lesions that are worsened after water submersion. Aquagenic syringeal acrokeratoderma is a newly described condition of the palms and soles characterized by hypopigmented papules and plaques, elicited after submersion in water. Symptoms include a burning pain and a tightening sensation in the palms, as well as hyperhidrosis. Initially thought to be rare, its frequent citation in the literature points to a more common entity. It is more often found in young women and has been linked to a number of medications and illnesses, including nonsteroidal anti-inflammatory drugs and cystic fibrosis. It is typically self-limiting, but certain medications such as topical aluminum chloride or salicylic acid ointment have been found to be an effective treatment option. This case details a collegiate-level coxswain who presented to the university athletic training room with a typical presentation of aquagenic syringeal acrokeratoderma. For an aquatic athlete, aquagenic syringeal acrokeratoderma can be a distressing condition that can limit training and athletic participation. As such, the sports medicine physician should be knowledgeable about aquagenic syringeal acrokeratoderma to provide effective counseling and treatment options for the athlete.
Keywords: aquagenic syringeal acrokeratoderma; aquagenic palmoplantar keratoderma; nonsteroidal anti-inflammatory medications; cystic fibrosis; athlete palms. 13 Case reports suggest a predilection for females in their teens and 20s. 8, 10, 13, 16 The histopathology is variable and can be nonspecific, show hyperkeratosis, or present dilated eccrine ducts. The pathogenesis is unclear, with theories suggesting sweat duct dysfunction, hyperkeratosis, or barrier impairment of the stratum corneum. 15, 16 A number of medications and illnesses are associated with ASA. Cyclo-oxygenase (COX) inhibitors, rofecoxib, celecoxib, and aspirin have all been linked to ASA.
3,9,17 COX-1 and COX-2 receptors are found in keratinocytes, with COX-2 contributing to keratinocyte proliferation and differentiation. COX inhibition may cause sodium retention within the epidermal keratinocytes. 2, 12 The atypical persistent form of ASA has a strong association with cystic fibrosis (CF). ASA is seen in 40% to 80% of CF patients, and 25% of CF carriers exhibit the condition. 2 It is thought that defective chloride channels in CF cause an osmotic gradient allowing hypertonic sweat to flow into the ducts, which dilates the eccrine ostia. 2, 4 Asthma, allergic rhinitis, urticaria, palmar erythema, and malignant melanoma have also been associated with ASA. 15 Typically, the lesions resolve spontaneously, but case reports have found certain treatments to be effective. The most commonly cited remedies include topical aluminum chloride, 5% to 20% salicylic acid ointment, formalin 3% in alcohol, botulinum toxin, and iontophoresis. 1, 2, 5, 11, 13 ConClusion Aquagenic syringeal acrokeratoderma, or "watersport hands," is a rare but likely underreported condition that may be seen in any athlete with water exposure. As it characteristically presents after submersion in water, ASA can be a distressing condition in an aquatic athlete. Common medications such as nonsteroidal anti-inflammatory medications as well as conditions such as CF are associated with it. ASA is typically self-limited, but if it becomes an impediment to training or competition, a number of treatment options are available.
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